Background
The National Pressure Ulcer Advisory Panel (NPUAP) defines pressure ulcers (PU) as a localized injury to the skin and/or underlying tissue [1] . It contributes to rising health care costs, consumes nursing resources, increases hospitalization, worsens patient health, and increases morbidity and mortality rates [2] [3] [4] [5] . The prevalence of pressure ulcers varies in different body areas and different diseases. Prevalence rates have been reported at 3-26% in North America [6, 7] , and 8.1-49% in Europe [8, 9] . There are many factors associated with the onset of PU, such as Braden score, elderly patients, patients with diabetes, and nutritional or general health status [10] [11] [12] . The Braden score is widely used as a risk assessment tool in clinical work [13] . However, risk factors for diseases are not identical, and in a recent study, risk appropriateness of assessment tools -including Braden score -were questioned for assessing elderly patients [14] . It is suggested that it is not appropriate to assess the risk for PU using one assessment tool alone [1] . Enterocutaneous fistula (ECF) is an abnormal communication between the small intestine or colon and the skin, which allows the intestinal juice to leak to the skin from the digestive tract. ECF occurs following surgical procedures, trauma, necrotizing pancreatitis, and inflammatory bowel diseases [15] [16] [17] [18] . Malnutrition, dampness of the skin caused by the inadequate drainage of the intestine juice, and infrequent repositioning because of the many drainage tubes might complicate the causes of PU in patients with ECF. However, few studies have been carried out in patients with ECF to assess the risk of pressure ulcer development. The present study assessed the prevalence of PU in patients with ECF and explored the associations between PU and risk factors for patents with ECF.
Material and Methods

Study design
This was a retrospective study performed at the Enterocutaneous Fistula Treatment Center, Department of General Surgery, Jinling Hospital, a tertiary referral hospital. From January 2016 to June 2016, medical records of patients with ECF during a 6-month period were investigated. The study was approved by Jinling Hospital Institutional Review Board (NO.2016NJZY-001-29). Each patient was transferred into our unit for the treatment of ECF. To investigate the prevalence, patients younger than 18 years old, and with a length of stay (LOS) less than 5 days were excluded (Figure 1 ). The formula for calculating the prevalence rate in the present study was: (Number of patients with PU before admission + Number of patients with PU during the treatment of hospitalization)/Total number of patients enrolled.
To investigate the risk factors for PU, patients with a PU before admission were also excluded ( Figure 1 ). Depending on if the PU occurred or not, eligible patients were divided into the PU group and the non-PU group. Further, univariate and multivariate regression analyses were performed on the clinical data of the 2 groups. Risk factors for PU in patients with ECF were evaluated.
Data collection and measurements
Clinical data including sex, age, body mass index (BMI), Braden score, number of drainage tubes, co-morbidities (such as diabetes, hypertension, and coronary disease), and Acute Physiology and Chronic Health Evaluation II (APACHE II) score were collected from the clinical records of each patient within the first 24 h after admission. Before PU occurred, patients were turned over every 2 h. In addition, medical records of the whole course of disease were reviewed, and patients were grouped according to whether PU occurred in the course of the treatment. PU was classified as stages I-IV according to the EPUAP classification system: I, non-blanchable erythema; II, partial-thickness skin loss; III, full-thickness skin loss; and IV, full-thickness tissue loss [19] . In this study, underweight was defined as BMI £18.5 kg/m 2 and obesity was defined as BMI ³30 kg/m 2 , and the 2 values were regarded as cut-off points. Data on weight loss were not collected because the data were collected on admission, and the general situation before admission was not 17 [14] , and a cut-off of 19 was used to dichotomize the total Braden score (<19=mild to very high PU risk, 19-23=no pressure ulcer risk). According to the American Society for Parenteral and Enteral Nutrition (ASPEN) [20] , high-output ECF is defined as output exceeding 500 mL/24 h. Enterocutaneous fistula can be defined as abnormal communications between the gastrointestinal tract and the skin or the abdomen [21] . Enteroatmospheric fistula, which is a type of enterocutaneous fistula, is nonepithelialized and drains the enteric contents directly into the abdominal wound in patients with the open abdomen type [22] .
Statistical analysis
All statistical analyses were performed using SPSS version 20.0 for Windows (IBM Analytics, Armonk, NY). The Kolmogorov Smirnov test was performed to determine whether the continuous variables conformed to normal distribution. We used the t test for normally distributed data and the Mann-Whitney U test for non-normally distributed data to compare continuous variables. Fisher's exact test was used to compare categorical variables. Multiple logistic regression analysis was performed to evaluate the risk factors for PU. Odds ratios (ORs) are expressed as 95% confidence intervals (CIs). A P value of <0.05 was considered to indicate statistical significance.
Results
Population and Prevalence
A total of 157 medical records of patients were reviewed. There were 13 patients younger than 18 years old, and 4 patients died within the first 5 days after admission. To investigate the prevalence of PU in patients with ECF, 140 patients were enrolled in the present study.
The characteristics of the 140 cases are presented in Table 1 Table 2 . Prevalence of pressure ulcer (N=140).
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4.76%, with a prevalence of 1.43% ( Figure 2 , Table 2 ). Among patients with PU, the majority had skin abnormalities on their sacrum (64.29%, n=27) or back (16.67%, n=7, Figure 3 ).
Risk factors for PU in patients with ECF
To make the results more accurate, we excluded 5 patients with a PU before admission; 135 patients were enrolled to investigate the risk factors for PU. According to whether PU occurred, the 135 patients were divided into the PU group (n=37) or the non-PU group (n=98). The characteristics of the 2 groups are displayed in Table 3 . After univariate analysis for risk factors of PU, Braden risk score <19, diabetes, onset of duodenal fistula, higher APACHE II score, more drainage tubes, high-output fistula, with enteroatmospheric fistula, and being underweight (BMI<18.5) were associated with PU.
After multi-logistic regression analysis, it was confirmed that Braden risk score <19 (OR=9. 
Discussion
ECF is a complicated disease, and the mortality of those affected by it varies from 10% to 37% [23] [24] [25] . The literature on nursing care for patients with ECF is scant [26] . Patients with ECF can be exposed to corrosion by digestive juices [26, 27] , contributing to skin damage. In addition, ECF can lead to malnutrition, electrolyte disturbance, septic shock, organ failure, and bleeding [21, 28] , leading emaciation, length of longer stay in the ICU, and infrequent repositioning [21, 28] . As a result, the study of PU with ECF should be given special attention.
It has been reported that the prevalence of PU varies from 3% to 51% [6, 29] . In the present study, the overall prevalence of PU was 30%, which is within the range reported in the literature. Of the PU identified in this study, 40.74% were stage I and 35.71% were stage II. The early stages of pressure ulcers (stages I and II) accounted for more than 75% of all PU in the present study. This is consistent with findings from previous research [30] . The most common anatomical areas for PU development in the present study were the sacrum and back. The back did not seem to be a high-risk area for PU in previous studies (the sacrum and heel were the areas most commonly reported in previous studies). However, in patients with ECF, most patients were positioned in supine position. For adequate drainage, more complex and additional tubes were applied. This led to infrequent truncal repositioning, while the extremities and the head were free to move. Long-term pressure on the back and sacrum caused the PU to appear.
It is widely recognized that PU development is multifactorial. There are many factors associated with PU. In the present study, the Braden risk score <19, being underweight (BMI<18.5), the onset of duodenal fistula, diabetes, and APACHE II score were confirmed to be associated with PU in patients with ECF. Although a few studies questioned the appropriateness of risk assessment tools such as the Braden score [14] , it was confirmed that the Braden risk score is associated with PU [13] , and this conclusion was supported in the present study.
Many studies have reported that lower BMI is associated with PU [31] . Our study indicated that patients with BMI<18.5 kg/m 2 were at greater risk of PU, which is consistent with the findings of Børsting et al. [30] . In addition, Kottner et al. [32] found that thin patients were at higher risk for pressure ulcers on the sacrum. Interestingly, in addition to underweight patients; Tschannen et al. [33] reported that patients with low BMI were also at risk of PU. However, it should be noted that many patients with PU in their study were still considered overweight (average BMI was 27.6±7.5 kg/m 2 ). The relationship between being overweight and the development of pressure ulcers is complicated, and BMI is even related to the position of the PU [32] . Based on the contradictory and complicated results in the literature, additional studies are warranted. Duodenal fistulas are reported to account for 3-14% of all enterocutaneous fistulas [34] . Duodenal juice is the mixture of gastric juice, bile, and pancreatic juice, which is more corrosive than that found within the small intestine and colon [35] . In addition, the output of duodenal fistulas is always high [20, 28, 34] , and the drainage is more difficult. The additional drainage tubes and higher volume of corrosive digestive juice are more difficult to manage, causing prolonged bed rest and infrequent repositioning, leading to PU [36] . Diabetes was recognized as a risk factor for pressure ulcers in several prior studies [37] , and this association was also evident in the present study.
Cox [12] and Theaker et al. [38] showed that APACHE II score was associated with PU. The APACHE II score in patients with PU in the present study was 14.97±1.75, consistent with the study by Theaker et al. [38] that reported an APACHE II score of ³13 was predictive of PU.
In contrast, the present study did not find an association between PU development and other factors previously identified, such as older age [39] and LOS [30] . The patients in our study were not old, and the average age of the patients with PU was 45.81±13.76 years. There was little difference between the average ages of the 2 groups (45.81±13.76 vs. 41.40±12.04), although the difference was statistically significant (p=0.070). Table 4 . The result of the multivariate logistic regression analysis.
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LOS was regarded as a risk factor for PU in previous studies [30] . However, for patients with ECF, the LOS was too long [21, 26] . In the present study, LOS in the 2 groups did not show an obvious difference, leading to the conclusion that there was no association between LOS and PU.
Conclusions
The PU prevalence was 30% in patients with ECF. In addition to Braden risk score <19, being underweight, diabetes, and APACHE II score -similar to other diseases -the present research showed that onset of duodenal fistula was also a risk factor for PU in patients with ECF. Therefore, patients with duodenal fistula need careful attention.
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